McCann: Fibrorna of the Pelvic Fascia
Fibroma of the Pelvic Fascia forming a large Perineal Tumour.
By FREDERICK J. MCCANN, F.R.C.S.
THE patient was a tall, slender, anaemic woman, aged 54, who was unmarried. Her menstruation had always been irregular, and during the last few years had only recurred every three or four months. In-January, 1910, there was a profuse hamorrhage which ceased and no bleeding recurred until June, when another profuse haomorrhage occurred, the bleeding continuing incessantly until her admission into the Samaritan Hospital in October, 1910. When first seen she was obviously suffering from the continued loss of blood which had caused her anaemia, and she was unable to sit in comfort in consequence of a large pendulous perineal tumour.
On abdominal examination a central, movable, smooth, elastic tumour was felt extending upwards to the midpoint between the umbilicus and xiphisternum, which subsequent bimanual examination proved to be a uterine mvoma. The tumour which caused the discomfort in sitting was found to be about the size of a cocoanut, covered with normal skin and hanging down from the left side of the perineal region for a distance of about 6 in. It was soft, almost fluctuating, not lobulated, and at its lower pole the skin adhered to it. It was partially reducible upwards towards the cavity of the pelvis, but no gurgle could be observed. It was dull on percussion and there was no definite impulse on coughing. This tumour had been undergoing gradual enlargement for six or seven years; however, since January, 1910, it had markedly increased in size. A certain increase in its size had also been noticed during her menstruation, whilst for the last six months there was difficulty in micturition, indeed, the patient said " there seemed to be a stoppage." A slight amount of pain was -felt in the tumour, but her chief complaint was discomfort due to its size and position.
Operation: On November 4, 1910, assisted by my colleague Dr. Willett, I opened the abdomen and removed the myoma by supravaginal hysterectomy. A soft swelling was found occupying the left side of the pelvis anteriorly, being closely connected with the bladder and extending about 2 in. above the summit of that organ. It lay in front of the left broad ligament underneath the peritoneum. The Obstetrical and Gynsecological Section peritoneum was accordingly incised over it and its enucleation begun. Special care was taken to secure the vessels running into it in order to prevent undue loss of blood. The connexion with the left side of the bladder was so intimate that the muscular coat was torn during the process of separation and required to be reinforced by catgut sutures. As the enucleation proceeded the tumour was found to be continuous with the perineal growth and appeared to pass through a I Fibroma of the pelvic fascia. Coronal section of the pelvis, viewed from behind, showing, on the left side, position occupied by the tumour, and, on the right side, arrangement of pelvic fasciae. large foramen in the pelvic fascia. The fingers could then be passed through this foramen into the perineal region. At this stage of the operation my colleague, Mr. Butler-Smythe, kindly rendered considerable assistance by pushing up the tumour from below. It was obvious, however, that the more intimate connexion with the cutaneous structures which existed at the lower pole of the tumour rendered complete enucleation from above extremely difficult. Accordingly the elongated enucleated portion of the growth was cut off and all bleeding arrested. A piece of double cyanide gauze was inserted into the cavity and the peritoneum accurately stitched across the cervical stump and the pelvis on the left side. The abdominal wall was then closed in layers and the patient placed in the lithotomy position. An incision was now made over the centre of the perineal portion of the tumour and the remains of the tumour gradually enucleated. The hoemorrhoidal vessels being secured early, the amount of haemorrhage was inconsiderable. Some bleeding points in the cavity required ligature and some deep obliterating catgut sutures were passed in order to diminish its size. The end of the piece of gauze which had been inserted from above was brought through the lower incision and an additional gauze strip inserted previous to the closure of the skin wound. The gauze was removed in forty-eight hours.
She made a smooth recovery and was discharged from hospital on November 18, 1910. She has remained well and is able to do her work as a lady's maid.
Description of the Tumour: When the two portions of the tumour were put into position after removal, the whole formed a solid mass of irregular outline, and of the consistence of a firm jelly; whilst on section the surface was pinkish white and glistening. The upper portion was elongated, resembling in shape a greatly enlarged kidney; whilst the lower portion was broad and irregularly rounded. In both portions the surface was ragged and the texture exceedingly loose. Since its preservation the specimen has shrunk considerably, so that its original size is not truly represented. At present it measures transversely and anteroposteriorly at its middle or broadest portion about 6 in. and 9 in. vertically. Microscopically it consists of pure fibrous tissue, without any muscle-cells or sarcomatous or carcinomatous elements. Soft fibromata have been described as growing from the perineal region in both sexes, and from the labia in the female, in the latter situation attaining considerable size. I have, however, failed to find in the literature any reference to an example where the tumour occupied a position in the pelvic cavity similar to what has been described.
In the American Journal of Obstetrics for January, 1897, p. 128, ap case is narrated where a tumour weighing 4 oz. was removed from a white woman, aged 37, the mother of one child. It is described as being the size of an egg and growing between the vulva and anus. The rectum was torn during its removal, and it was found to have extended for a distance of 5 in. into the pelvis. It was reported to be a soft fibroma.
A paravaginal fibromyoma, weighing 21 lb., removed from a woman, aged 36, was exhibited by me before this Section, and is recorded in the Proceedings in July, 1908.1 This tumour had extended upwards into the pelvis, and was palpable by abdominal examination. It seemed to have pushed the uterus and corresponding broad ligament upwards, and possessing a distinct capsule was not difficult to enucleate. In the present instance, however, enucleation was more difficult, especially the lower portion of the tumour, for there appeared to be actual infiltration of the fatty tissues. This diffuse character of the tumour simulated what is known regarding soft fibromata of the skin. Indeed, the close connexion of the tumour with the bladder indicated actual infiltration of the vesical wall. In like manner the tumour had infiltrated the subcutaneous tissues. From the consistence of the tumour, it is easy to understand how it could be packed into the pelvis without leading to much disturbance of surrounding organs.
The two cases I have now recorded definitely establish the fact that there is a variety of tumour composed of fibrous or fibro-muscular tissue originating in the pelvic connective tissues and tending to grow both upwards towards the abdominal cavity and principally downwards towards the perineal region, forming in this situation a definite tumour. Further, that this variety of tumour may be encapsuled and relatively easy to shell out, or diffuse, giving rise to corresponding difficulty.
The rate of growth appears to be slow, and owing to their soft consistence, pressure effects are not marked, especially as the tendency to increased growth is in the downward direction, where subsequent enlargement is not hampered by the pelvis and its contents.
In both examples there was no connexion with the uterus or broad ligaments.
Dr. MCCANN stated that the tumour had probably originated from the visceral layer of the pelvic fascia, and by its growth had produced the foramen, through which the hand could be passed. By the visceral layer of pelvic fascia he meant that layer which passes inwards from the parietal layer at the white line. After a prolonged search of the literature he had been unable to find any record of a similar case.
